In India, breast cancer is the most commonly diagnosed type of cancer among women in cities and urban areas, yet women seek medical care extremely late due to lack of awareness about self-examination. This study explores the health marketing literature via signaling theory, to uncover the unique social, economic, cultural and institutional challenges and opportunities faced by health marketers and consumers in breast cancer awareness (BCA) in an emerging economy -India. An interpretive-inductive method, alongside a grounded theory approach via focus groups with medical professionals and interviews with women is employed. Findings reveal complex challenges at national, state and community levels which impact negatively on the reputation of India's health sector. Social marketing strategies could be leveraged to raise BCA via community health activists. Propositions are suggested and a conceptual framework is developed to assist health marketers to manage BCA in an emerging economy.
Introduction
Breast cancer is the most common cancer in most cities in India, including Mumbai, Delhi, Bengaluru, Bhopal, Kolkata, Chennai and Ahmedabad, accounting for 25% to 32% of all female cancers (Breast Cancer India, 2016) . In India, breast cancer is the most commonly diagnosed type of cancer for urban Indian women (Bawa, 2012; Murthy et al., 2007) .
Statistics show that 70,218 Indian women died of breast cancer in 2012 and by 2020 breast cancer is set to overtake cervical cancer as the most common type of cancer among all women in India (Shetty, 2012) . In Western countries, breast cancer incidence rates increase with age, unlike India, where the rate of incidence is reversed, with the highest female mortality rate occurring in those aged between 30-50 (Khokhar, 2012) . Studies show women seek medical care extremely late due to a lack of awareness about self-examination and India's unique socio-cultural complexity (Rath & Gandhi, 2014; Shetty, 2012) . Thus, women's breast healthcare in India is neglected (Khokhar, 2012) . The problem appears to manifest first, from insufficient government investment in developing an effective breast cancer awareness (BCA) strategy and second, the consequences of India's rapid economic development.
Globally, "…most developing countries have pursued formal health care system strategies which give primacy to government roles in financing and delivering health services" (Berman, 1998 (Berman, , p. 1463 . However, for India, the task of delivering healthcare to over a billion people has proven a challenging and complex task, especially with the growing middle classes demanding higher quality healthcare services (Brosius, 2012) . Healthcare in India is, at present, predominantly the responsibility of the central and state governments, each of the 29 respective states having control over delivering its own health services.
However, overall control is held by the Ministry of Health and Family Welfare (hereafter MoHFW). Previous research has documented several challenges within the healthcare 4 industry in India, including remuneration, motivation, commitment, quality, productivity, retention and training (e.g., Astor et al., 2005; Martinez & Martineau, 1998; O'Donnell et al., 2008; Sengupta & Nundy, 2005; Vujicic et al., 2004) . India is also witnessing a growth in the private healthcare sector and evidence indicates that this industry will impact greatly on the economy, similar to the boom in the Information Technology-Business Process Outsourcing (IT-BPO) industry (NASSCOM, 2010) . The federal budgets of 2011-16, showed on average a 10-20% rise in the health budget (federal budget speeches [2011] [2012] [2013] [2014] [2015] [2016] . For example, the funds from 2010-2011 for health rose to $5.9bn or £3.7bn (BBC, 2011) and in 2017-18 the health budget is expected to get a $1.5 billion, or 27%, increase in funding to around $7 billion (Kalra, 2016) . However, there is no strategic focus on women's breast healthcare (Gangane et al., 2016) . India has grown rapidly over the last decade and is poised to be the fourth largest economy at the end of this decade (Budhwar & Varma, 2010) . The burgeoning economy has enabled the establishment of new business sectors, such as technology and telecommunications, as a result of an influx of foreign direct investments (Budhwar & Varma, 2010) . Such contemporary industries are providing new opportunities for urban working women to benefit from international firms offering paid employment, thereby giving them economic independence (Mazumdar & Neetha, 2011) . The McKinsey Global Institute report identified the significance of employing more women in the workforce; it would add an additional $2.9 trillion to India's annual GDP by 2025 (Woetzel et al., 2015) . Therefore, a healthy female Indian workforce is crucial if the country is to benefit from its demographic advantage and sustain its economy. It is imperative that the state healthcare sector in India delivers; it needs to transform itself into a sustainable high performance entity with a reputation for delivering quality breast cancer healthcare underpinned by effective use of social marketing campaigns. Signaling theory (ST) has been found to be valuable for 5 describing actions when two parties have access to different types of information . For example, the sender may select or signal some information whilst the other party, the receiver, may choose how to interpret the signal. Previous researchers have explored ST in a health policy context to assess the effect of health messages on the signaler (Miech et al., 2015; Simaens & Koster, 2013) . Further, scholars such as Schedler (1999) have argued that within the process of accountability of healthcare providers, trust can be built via a two-way dialogue rather than a one-way transmission of information by signaling that decision makers are interested in the views and well-being of patients. In an emerging country context where ST was used, Mumtaz et al (2013) suggested that in Pakistan where inequities persist, asymmetry in healthcare provision messages were linked to complex patterns of maternal healthcare use. Also, among South African adolescents, exposure to positive and negative signaling communication, when it came to the appropriateness of the use of condoms, was related to existing social norms (Boer & Mashamba, 2007) . Thus, the main objective of this study is to utilize signaling theory:
to identify the unique social, economic and cultural challenges and opportunities faced by health marketers and consumers in raising BCA in an emerging economy such as India.
To accomplish this, the study adopted an interpretative-inductive exploratory methodology alongside a grounded theory approach. Data was collected from key BCA healthcare professionals practicing in the state healthcare sector, the MoHFW and women in India. The participants were experts in cancer care whose experience enabled them to identify the distinctive challenges faced by breast cancer services in an emerging economy context. Further, the specialists were uniquely positioned to pinpoint opportunities for health marketers to produce effective marketing awareness activities because of their professional interactions with those women (consumers) most at risk of breast cancer. Extant medical research and public health literature attest to the value of an individual expert's opinion when 6 grouped within a heterogeneous crowd of other experts (Galesic et al., 2015; Mackey & Bassendowski, 2017) . The validity of this approach is supported by Jorm (2015) who suggested that diversity of expertise can produce valuable insights into the phenomena under investigation because the expert's personal experience will enhance and inform the findings.
Further, data was gathered from urban working Indian women to produce robust insight from the target group most at risk. The methodological strength of this study is the heterogeneity of expert opinion collected via focus groups that produced in-depth qualitative data addressing the research objective (Krueger & Casey, 2014; Zikmund et al., 2014) . The current study utilizes a grounded theory approach where the data generated, developed and substantiated a theoretical framework via the lens of ST in the context of an emerging economy (Walsh et al., 2015) .
In terms of contribution, our study revealed (through an empirical qualitative investigation) and confirmed opportunities as well as complex challenges within BCA at national, state and community levels. The study also identified the negative impact the lack of BCA is having on India's healthcare sector and where social marketing strategies could be leveraged to improve BCA in such an emerging nation. We suggest several ways in which BCA could be effectively managed through health marketers and other relevant stakeholders.
The structure of the paper begins with a discussion of the theoretical grounding of the study followed by a review of extant literature. The research methodology and analysis of results are discussed and presented in a series of tables outlining the challenges and opportunities facing India, as well as health marketers and consumers, in raising BCA. Next, through the lens of ST, the study develops several propositions and advances a conceptual framework which contributes to effective social marketing in an emerging economy. Finally, the limitations of the study are outlined and future research directions discussed. 7 2. India's healthcare sector: an emerging economy context Rapid developments in the Indian economy after its liberalization in 1991 have prompted the World Bank to forecast that India will become the world's fourth largest economy by 2020 (Budhwar & Varma, 2010; Sufaira, 2016) . A country of more than one billion people, comprising many cultures, languages and religions, India was predicted in 2016 to surpass China as the fastest growing economy, impacting business operations and practices (Budhwar & Varma, 2010; Racherla, Huang, & Liu, 2016) . The richness of India's natural resources and plentiful labor force has led many Western firms to internationalize in an attempt to capture the country's rising numbers of middle class consumers (Brosius, 2012; Chen, Chittoor & Vissa, 2015; Jha & Singh, 2016) . Although public-private partnership (PPP) is emerging to deliver a more holistic healthcare system, the majority of people in India still rely on the state for their primary healthcare.
The right to health is integral to the right to life and therefore the Indian government has a constitutional obligation to provide health facilities. For example, failure of a government hospital to provide a patient with timely medical treatment is in violation of the patient's right to life. Similarly, on several occasions, Indian courts have confirmed the state's obligation to maintain health services more efficiently (Chakraborty & Chakraborti, 2015) . Legally, the Constitution of India incorporates provisions guaranteeing everyone's 'right to the highest attainable standard of physical and mental health' (Constitution of India, 1950) . Article 21 of the Constitution guarantees protection of life and personal liberty to every citizen. The Supreme Court of India held the right to live with human dignity (which is enshrined in Article 21 and derives from the principles of state policy), should be extended to the protection of an individual's health (Jain & Khetrapal, 1950) . Recent initiatives in India suggest the government is recognizing its own limitations in women's healthcare and has begun to partner with private players to provide affordable services to the underserved 8 (Saxena, 2015) . For example, the central government has entered into partnership with notfor-profit non-government organizations (NGOs) such as The Pink Initiative, which seeks to raise awareness about breast cancer via a range of communication channels and events.
Literature supports the motive of PPPs to introduce efficiency into developing healthcare systems because it reduces pressure on the public budget, a positive outcome for an emerging economy like India (Mukhopadhyay, 2011) . This study identifies the opportunities and challenges that emerge through its emerging economy status to provide effective BCA. ST is applied to examine the state's success in meeting its obligation to provide breast healthcare by exploring its reputation (effectiveness) for delivering quality BCA messages.
Theoretical grounding: Signaling theory
Signaling theory (ST) is useful for describing behavior when two parties have access to different types of information . ST was developed in Spence's (1973) seminal paper in a situation where one firm (the agent, or 'signaler'), conveys some meaningful information about itself (its products or services) to another party (the principal, or 'recipients'). For the purpose of this study, the signaler is India's MoHFW and the recipients of the signals are urban Indian women who are most at risk. Previous research states that to be effective, the signals must be observable, costly to imitate and any false signaling of an over commitment to the consumer result in a loss of credibility (Bruton et al., 2009; Connelly, Ketchen & Slater, 2011; Lampel & Shamsie, 2000) . Receivers are also important in the signaling cycle. Hence, the sender may select or signal some information whilst the other party, the receiver, may choose how to interpret the signal. The extent to which signaling is effective depends in part on if the receiver vigilantly scans the environment for signals, thus acknowledging a level of capability by the sender (Janney & Folta, 2006) . In this research context, Indian women may be familiar with BCA messages 9 from the MoHFW to the extent they are acquainted with methods and processes of how to decipher those messages, i.e. if they have a cellphone, are aware that the MoHFW sends out such messages and actively look for them. Overall, the process signals a level of capability from the sender (MoHFW) of creating a reputation for quality healthcare of its citizens.
Institutional "voids" are permeating organizations in emerging economies and are identifiable by weak infrastructures and an inability to convey their capabilities to stakeholders (Su et al., 2016, p. 479) . Through the lens of ST, this study examines the Indian government's ability to create positive signals about the MoHFW's capabilities to manage BCA to all stakeholders. Although Article 38 of the Constitution of India imposes liability on the state to ensure social and economic justice for its citizens, evidence suggests it has failed to improve women's breast cancer healthcare. For example, India's National Cancer Control Program was launched in 1976 but, to date, any large-scale implementation of breast cancer prevention and control strategies have yet to take place and public expenditure remains low (Pramesh et al., 2014) . Another key contributory factor to the sustained rate of breast cancer incidence in India is ineffective information from the MoHFW about BCA, resulting in women seeking diagnosis and treatment too late (Mallath et al., 2014) . Programmatic experiences in Tamil Nadu, the only state in the country to have scaled-up services for the prevention of common cancers, revealed the need for context specific communication strategies, provision of high quality services, linkages between screening, diagnosis and treatment, and uptake of this evidence by policy-makers and healthcare providers (Krishnan et al., 2013) .
Extant literature suggests that ST holds a prominent position in disciplines such as strategic management, entrepreneurship and human resource management. However, its application in this study to health marketing is novel and answers the call for theory development in various areas of management (Boyd et al., 2012; Moss, Neubaum & 10 Meyskens, 2015; Lefebvre, 2012; Wymer, 2011) . In any marketplace it is difficult for consumers to know which organizations are genuinely dedicated to the practices they espouse. Often the level of cost invested in the "signal" has a two-fold effect; (i) it reduces information asymmetry and, (ii) highlights the organization's commitment to the cause (Hult, 2011) . Thus, in the context of our study, ST involves one marketing organization (the MoHFW) conveying meaningful information about BCA to the consumers (Indian women) in the health marketing arena.
ST is fundamentally concerned with reducing information asymmetry between two parties, striving for perfect information (Spence, 2002; Stiglitz, 2000) . Critically, Stiglitz (2000) highlights two potential negative effects of asymmetry information, namely (i) quality (i.e., the reputation of India's MoHFW in matters of breast cancer) and (ii) the receivers' belief in the sender's reputation. It has been argued that the notion of quality shares some characteristics with reputation and prestige and therefore it is pertinent to examine India's MoHFW's ability to deliver these core expectations to reduce asymmetry (Certo, 2003; Kreps & Wilson, 1982) . Using a grounded theory approach, this study proposes that these terms of quality, reputation and prestige are mainly socially constructed and derived from the signaler's perceived quality (or lack thereof). However, efforts to translate such evidence into public health policy and practice in an emerging economy such as India remain dormant and are yet to have an impact in improving cancer awareness, timely diagnosis, treatment access and survival (Chalkidou et al., 2009; Sullivan et al., 2014) .
Whilst developing the ST, Spence (1973) utilized the labor market to model the signaling function on the education of a workforce. Further, in Spence's (1973) classic example, the characteristic of quality refers to the underlying, perceived ability of the signaler to fulfill the needs or demands of the receiver. In other words, in this research context, the ability of the signaler to synergize health marketing messages is signaled by a change in 11 recipients' behavior due to the MoHFW's breast cancer advertising messages. This notion aligns with prior literature that predicts that the single largest impact on breast cancer in the country will come from raising BCA and educating women about self-examination (Hansa, Kannan, & Ghosh, 2012) . Thus, this study seeks to explore the signaler's efficiency both in overcoming institutional challenges in an emerging economy and in reacting to opportunities to competently deliver effective BCA (Busenitz et al., 2005; Su et al., 2016) .
Literature review: challenges facing the healthcare sector of an emerging economy
This section reviews extant literature and provides a synopsis of the highlights pertaining to the challenges and opportunities for the healthcare sector and health marketers and consumers in an emerging economy such as India.
Challenge 1: India's emerging economy
The blame for the breast cancer crisis seems to lie with India's economic development producing rapid urbanization while lacking high quality infrastructure for early diagnosis, a situation typical of developing countries (Agarwal et al., 2009 ). The phenomenal pace of expansion has led to the Westernization of Indian women which essentially means that they start having sex later, have fewer children and breastfeed them less, thus increasing the risk of developing breast cancer over their lifetime (Shetty, 2012) . Urban Indian working women also tend to have a more Western diet, leading to obesity which increases the risk of breast cancer (Hansa et al., 2012) . Emerging economies such as India also face the challenge of diminishing development aid and donor commitment that impact long-term health improvement within their populations (Sgaier et al., 2013) . To date, the Indian government has taken responsibility for managing social marketing programs with various goals (reduce tobacco consumption, promote family planning and encourage breastfeeding), in order to 12 improve the nation's health (Culbertson & Chen, 2013; Deshpande et al., 2013; Murukutla et al., 2011) .
In order to improve public health strategy towards women's healthcare in India, the government could build on this recent momentum and initiate social marketing activity to deliver a BCA program. New technology has emerged as an opportunity for health marketers and consumers to support this impetus (Rai, 2016) , although, as yet, there is a paucity of literature regarding the effectiveness of mobile technology to communicate health messages in India (see DeSouza et al., 2014; Ramachandran et al., 2013; Shet et al., 2014) . The growing economy has enabled a rise in ownership of technology, and mobile phones in particular, by middle class women, the demographic most at risk of breast cancer (Mehta, 2013) . The ubiquitous use of mobile technology has already led India's health sector to develop a series of Mobile Health (mHealth) services, offering an obvious opportunity for the MoHFW to build on this reputation to synergize India's BCA messages (Bali & Singh, 2007; Oliver, 2013; Shet et al., 2010) . Ownership by the Indian government to fund and implement early planning of BCA campaigns may be an important strategy to scale up marketing programs to reach those women most at risk and signal a positive trustworthy reputation for India's health sector.
Challenge 2: India's culture and the position of working women
In India, at least one quarter of all female cancer cases are breast cancer (Breast Cancer India, 2016) . Unfortunately, various cultural and religious issues lead to women not accessing health services, being reluctant to consult male doctors, neglecting their own health due to family obligations and generally being over-dependent on other family members to get the required medical help, all of which often results in delay (Deshpande et al., 2013; Murthy, 1982) . Social marketing literature challenges health marketers to carefully consider all 13 cultural variables when forming a strategy and thus posits a lack of research concerning cancer education (Davis, Buchanan, & Kyrel, 2013; Massey, Waller, & Wang, 2013) .
Challenge 3: Inconsistency of social marketing theory
This health marketing study lies within the academic sphere of social marketing which historically has been employed to change individual actions using educational campaigns in an effort to replace unhealthy behavior with positive actions (Friedman et al., 2016; George et al., 2016; Wymer, 2011 ). An operational definition of 'social marketing' suggests social change management involving the design, implementation and control of programs aimed at increasing the acceptability of a social idea or practice in one or more groups of target adopters (Andreasen, 2002) . The definition was extended to include health-related social marketing and focused on an application of integrated marketing concepts and techniques from aligned disciplines to achieve specific behavioral goals, thus improving health and reducing health inequalities (French, Merritt, & Reynolds, 2011) . Since the concept of social marketing evolved, social marketers typically used traditional marketing tools in an attempt to change an individual's behavior, but more recently, researchers have applied interdisciplinary frameworks to develop interventions (Fox & Kotler, 1980; Helmig & Thaler, 2010; Luck et al., 2009) .
A plethora of conceptual frameworks were devised as early as the 1950s in an effort to explain consumer response behavior to intervention messages; these included the Health Belief Model (Hochbaum, Rosenstock, & Kegals, 1952) , Protection Motivation Theory (Rogers, 1975) , Theory of Planned Behavior (Ajzen & Fishbein, 1980) and Ordered Protection Motivation Schema (Tanner et al., 1991) . Many of the frameworks were imported from aligned academic disciplines, suggesting that social marketing is an area of study which is continually re-conceptualizing as a discipline in an effort to obtain greater consumer insight in order to design more effective health messages (Lefebvre, 2012) . These 14 interdisciplinary frameworks developed from the aligned areas of social science and psychology because researchers concluded that the traditional 4Ps (product, price, place, and promotion) approach to designing health marketing campaigns was no longer a strategic fit for the complexities of contemporary social marketing problems (French et al., 2011; Kelly et al., 2009; Lefebvre, 2012; Michie, Atkins, & West, 2014; Tapp & Spotswood, 2013) .
Likewise, Crié and Chebat (2013) suggest the need for further exploration of social marketing issues via an interdisciplinary approach. This study responds to these calls by utilizing the ST framework from management theory, thereby extending its scope and contributing to social marketing theory development. We further develop and substantiate the ST framework by utilizing a grounded theory approach.
The synergy between the social sciences has broadened the social marketing discussion about processes and strategies that achieve effective intervention strategies (Domegan et al., 2016; Vlasov & Mark-Herbert, 2016) . Scrutiny of the literature uncovers conflicting academic arguments and no consensus of opinion about what constitutes an effective advertising message. For example, Wymer (2011) suggests the measurement for effectiveness should be the extent to which the social marketing program intervention message persuades individuals to alter their behavior. However, Wallack (1984) posits that campaign success cannot be seen as effective unless institutions at macro level adopt the change in behavior reinforcing the intervention message. However, there does appear to be more agreement that true effectiveness should be measured by the change in behavior at the macro environmental level -such as in government institutions' practices and cultural processes (Cairns & Stead, 2009; Devos-Comby & Salovey, 2002; Wymer, 2011) . This notion was originally mooted by Smith-McLallen and Fishbein (2008) who proposed that change at macro level should include factors that influence public policy and the wider society, and this has been recently supported by Truong (2016) and Wood (2016) . Thus, it is expected that an effective BCA 15 strategy in India would impact not only upon its institutional operations but all marketing operational levels (Lefebvre, 2012; Waller & Fam, 2000; Wymer, 2011) . For the purpose of this study, we position macro at central and state levels, meso at industry/organization level and micro at the individual level.
Research design
The objective of this research is to identify the unique social, economic and cultural challenges and opportunities faced by health marketers and consumers in raising BCA through the application of ST in an emerging context. The examination of the literature in this area suggests that a coherent targeted health marketing campaign would produce increased awareness and reduce the rate of incidence as likely outcomes (Bawa, 2012; Murthy et al., 2007; Shetty, 2012) . Thus, to inform any future BCA campaigns, it was important to seek and engage the experience and opinion of breast cancer healthcare experts to help address our research objective. These medical professionals' culturally-determined thought processes, anchored in India's complex historical, religious, ethnic, political, and social influences, were able to provide valuable insight into the study. This research approach aligns with ethnography where the importance placed on the thoughts and opinions the participants give to the issues discussed must be viewed in the context of their experience as practicing breast cancer experts (Hammersley & Atkinson, 2007) . All the experts were active in promoting research in the field of breast cancer with an emphasis on early detection and prevention. The locale chosen for this exploratory approach via focus groups was New Delhi, India, where breast cancer is the most common cancer in women and accounts for 28.6% of all cancers in women in that geographical area. This region was also selected because it has representation by the signaler in the form of hospitals as well as PPP activities.
16
A focus group was chosen for the data-gathering process in Phases 1 and 2 as a means of obtaining multiple opinions on the subject in a flexible and short space of time (Meyer & Peng, 2015; Zikmund et al., 2014) . Focus groups are fortuitous in encouraging serendipitous insights to emerge and, with the guidance of the moderator who has the ability to probe, all ambiguous issues can be explored (Zikmund et al., 2014) . The focus group protocol allowed the researchers to scrutinize the respondents' views on the social, economic and cultural challenges and opportunities faced by health marketers and consumers in raising BCA and extrapolate their opinions regarding the efficacy of India's health ministry (signaler) to deliver (signal) quality messages. Finally, the discussion encouraged their thoughts about future strategies and initiatives to communicate BCA to those women most at risk (Krueger & Casey, 2014) . Phase 3 included semi-structured interviews with a sample of women were conducted to capture the consumers' views of BCA in an emerging country.
Sample and data collection
A three-stage process was used by combining a pilot study (Phase 1), a semi-structured focus group (Phase 2), and semi-structured interviews with women as consumers (Phase 3).
Both focus groups consisted of a homogeneous range of cultural groups from India with a homogeneous sample of men and women. Further, these consisted of different genders, experiences and age groups as shown in Tables 1a and 1b. In the first phase, an exploratory inquiry was undertaken via two pilot focus groups with two separate healthcare organizations in India. Organization A's main objective is to promote research about the most prevalent cancers in India, including breast cancer, accentuating the benefits of early detection through wellness clinics. This organization also undertakes secondary activities such as training human resource departments and holding workshops for private healthcare workers and NGOs. In total, 16 experts from various breast cancer medical fields were interviewed in a single focus group. Further, four experts were interviewed via a focus group session with 17 Organization B, a government-led digital communications department which manages and produces regular health information about BCA for women, accessible by every demographic via mobile and smart devices. In summary, the major outcomes from the two pilot focus groups were (i) a lack of focused government funding, (ii) poor health marketing awareness by the signaler and (iii) complex cultural challenges preventing health intervention messages reaching those women most at risk. Table 1a provides the composition of participant experts from both organizations. In Phase 2, exploratory data was collected through a focus group with Organization A comprised of 10 (different) expert participants. This sample size compares favorably to other studies and is considered to be highly appropriate, easy to manage and able to achieve research objectives (Krueger & Casey, 2014; Lindström & Polsa, 2016) .
Participants were Indian cancer care professionals encompassing a diversity of expertise ranging from pathologists and scientists to oncologists and Accredited Social Health Activists (ASHAs). Overall, these experts had practiced between 10 and 32 years (see Table 1b ). These information-rich participants were chosen because their position, knowledge, experience, skills or areas of specialization in breast cancer care offered valuable insight into the research objective (Patton, 2002; Usher-Smith et al., 2016) . All focus group discussions were conducted in English, audio-recorded and facilitated by the research team using a protocol guide. A semi-structured discussion guide was used mainly to facilitate the topic of interest throughout the discussions and avoid loss of direction. However, given the exploratory nature of this study, the idea was to avoid imposing preconceived frameworks or opinions upon participants, seeking instead to obtain their understanding of the challenges and opportunities within their own frames of reference (Greenwood, Ellmers, & Holley 2014) . Hence, the questions were mostly open-ended and discovery-oriented to facilitate 18 open discussions and probing as the research design was inductive and exploratory (Yin, 2014) . The discussions lasted about 1.5-2 hours, and were audio-taped and transcribed.
India being a culturally diverse country (Laleman, Pereira & Malik, 2015; , and the subject being culturally sensitive, access to and soliciting answers from individual urban females is challenging. Hence, in consideration of this sensitive issue, the researchers encouraged participation via an indirect email intensive interviewing method as this helped to create a free exchange of information without any social pressure to conform due to the absence of the interviewer (Zikmund et al., 2014) . The literature suggests this computer-mediated method enables the researcher to engage in dialogue with isolated, geographically dispersed or marginalized groups similar to the participants in this study (Gibson, 2010; Mann & Stewart, 2000; McKoyd & Kerson, 2006) .
The female participants in Phase 3 were living and working in the same locale as the participants in Phase 1 and 2 of the data collection process which enabled the validation or otherwise of the emerging themes. Prior research highlights the importance of collecting data at various levels of analysis within a common geographical locale to achieve "naturalism" of participants (Paluck & Cialdini, 2014 p. 82) . The participants matched those most commonly diagnosed with breast cancer, aged 30-50 years and educated working women. The data collection process was concluded after information redundancy had been reached at interview 6 and ended at interview 8 (Glaser & Strauss, 2009 ). Although Phase 3 involved a heterogeneous collection of professions, a consensus of opinion about the opportunities for and challenges to BCA in India emerged. The characteristics of the women participants are shown in Table 1c .
[Insert Table 1 
Data analysis
In line with the principle of grounded theory, our data led to, generated and substantiated our propositions. Consequently, based on the results, we develop a theoretical framework of ST that seeks to uncover the unique social, economic, cultural and institutional challenges and opportunities faced by both health marketers and consumers of BCA in India.
We did not use grounded theory as a lens in isolation or exclusively, but rather used it alongside an interpretive-inductive approach. Data was analyzed in a way that goes beyond mere description, by identifying core categories that then revealed patterns of behavior (both a priori and inductive), resulting in general implications (as propositions). In essence, we used a prescribed 'process' or the 'staples' of grounded theory (see Creswell, 2013; Glaser, 2002; Strauss & Corbin, 1998) . First, we went through a constant process of proposing and checking themes or patterns; second, we maintained that the ST was grounded in our data (and not the other way around); third, we ensured that our data led, generated and substantiated ST (not theory dictating/applied to data); fourth, a theoretical framework was created from data applied more specifically to the context of our study; and fifth, we utilized data from both phases of our study so that it was more grounded in theory. (Denzin & Lincoln, 2000; Remenyi & Williams, 1998) . Through multi-coding, the researchers attempted to identify the unique challenges and opportunities by carefully and comprehensively reviewing the transcripts and exploring the ways by which the healthcare sector attempts to resolve these issues. After transcription, following Strauss and Corbin's (1998) recommendations, data were categorized and integrated to explore key dimensions. To 20 obtain a contextualized understanding of the phenomenon being studied, the researchers adopted an iterative research process and tracked back and forth between the literature and transcripts, leading to the emergence of common themes.
Investigator triangulation (via three coders) was used and the interpretations were collated, compared, and examined to warrant consistency of data (Krippendorff, 2004) . Given that multiple coders were used, we assessed intercoder reliability using the Krippendorff's alpha test which is considered the most effective standard measure of reliability (α) for qualitative data (Hayes & Krippendorf, 2007; Hughes & Garrett, 1990) . To accomplish this, we employed a computational procedure (macro) for SPSS called KALPHA developed by Hayes and Krippendorf (2007) . Using the nominal data based on each observer's independent rating, we specified 1000 bootstrapping iterations at 95% confidence intervals (CIs) to compute the reliability estimate and the results revealed a statistically significant moderate degree of reliability (α = .778). This is because the 95% bootstrap CIs (lower and upper) for all reliability estimates did not contain zero. Any further discrepancies between the coders were resolved through discussions and cross-checking with the interview transcripts (Miles & Huberman, 1994) . Prior research shows that intercoder reliability is important to marketing researchers in part because "high reliability makes it less likely that bad managerial decisions will result from using the data" (Rust & Cooil, 1994 p. 11) . Also, a member checking technique was implemented by sending transcribed data and interpretations back to a sample of participants for them to provide further feedback to enhance accuracy and credibility (Creswell & Miller, 2000) . Lastly, participants' actual words were used and quoted verbatim in the discussion to enhance validity (Denzin & Lincoln, 2000; Kreutzer et al., 2017) .
In his seminal work, Hall (1997) identifies the cumulative effect of themes as a process to understand culture and society. What follows is a review of the findings from the data collection using thematic analysis (Braun, Clarke, & Terry, 2014; Hsieh & Shannon, 2005) . 21 The concluding set of a priori themes (emerging from past literature) is also presented in the results with an attempt to contextualize and explain why they emerge (Hilton et al., 2010) .
The design of column headings for Tables 2-6 is as follows: in the first column are a priori themes identified from the literature as part of the iterative inductive approach; column two displays the quotes from the literature that supports these a priori themes; columns three and four consist of verbatim quotes from the health experts and women, respectively, that either converge on or diverge from the themes; and, columns five and six reveal the study outcomes as 'opportunities' and 'key challenges', respectively. Finally, as a natural consequence of the analysis process, potential health marketing propositions are presented in column seven. Table 2 presents contemporary academic thought about ST and Table 3 outlines the unique social challenges to BCA and key verbatim quotes from health workers and consumers (women) in India, producing a consensus of emerging themes.
[Insert Tables 2 and 3 here]

Findings
One unexpected outcome from the focus groups was the range of marketing initiatives mooted by the experts. Closer inspection of the discussion revealed these activities were pertinent to particular marketing levels, including macro-country level, meso-organizational level and micro-individual level (see Table 6 ). The focus group's suggestions support the social marketing literature's conclusion that the traditional 4Ps approach is obsolete and intervention messages should interact with all stakeholders in the marketing environment (Lefebvre, 2012; Tapp & Spotswood 2013; Wymer, 2011) . For example, participants were asked to rank the best-placed locale to disseminate BCA information on a scale of 1 to 7, 1 being the highest. The results show that ASHAs achieved the highest ranking, suggesting they play a critical role in raising BCA. They were identified by the experts as a unique 22 marketing force, organized to develop a special relationship at the community level, and with the ability to explain BCA intervention messages and activities because they hold the trust of key family members, including husbands and senior females. However, they are few in number and the resource is stretched. Therefore, until more women are recruited and trained, opportunities for social marketing campaigns could mean designing professional education materials about self-examination for ASHAs to disseminate among schools and workplaces.
The remaining rankings, in order of perceived potential effectiveness, were as follows: schools, media, workplace, celebrities, government and, lastly, places of worship. The fact that places of worship achieved the lowest ranking in a multi-religious and spiritual country suggests that BCA is not efficiently addressed by these macro institutions, producing a void in communication channels. Specifically, one expert mentioned that: "India is a complex country with diverse socio-cultural and religious communities…one message will not be sufficient". Social marketers should, therefore, be tasked to create and deliver intervention materials adapted for various languages, dialects and religious groups at mid-stream level to inform women seeking guidance from their place of worship. Schools, in second position, were viewed as having significant power to disseminate BCA messages to girls and young women (e.g., Yadav & Jaroli, 2010) . Captured at the early years' stage of education, the experts considered BCA messages at this age would impact greatly on women's health practice. In particular, one participant said:
The government can conduct exhibitions and prepare health education materials and conduct training programs for hospital staff workers at Public Health Centers (PHC) and sub-centers; ASHAs can be trained so they train the population in general ….
Education in schools will help not only the children but also the parents and teachers.
The media was considered the third most significant channel for disseminating awareness messages: one participant stated "…the media outreach varies with its geography…Internet has traversed less than 30% of the population while mobile technology has penetrated much 23 further". Celebrities did not achieve a high rank despite the Bollywood industry's immense influence on the population at large. Tables 4 and 5 show extant academic thought about the unique economic and institutional challenges in respect to BCA, and also includes key verbatim quotes from health workers in India, showing converging themes.
[Insert Tables 4 and 5 here]
In exploring the role played by social marketing in an emerging economy such as India, Table 6 presents contemporary academic thought about the social marketing strategies and key verbatim quotes from health workers in India and the emerging themes.
[Insert Table 6 here]
The experts were united in their judgements concerning the ability of the healthcare sector to deliver effective BCA messages. "I am not satisfied with the overall management of breast cancer awareness by India's health sector policy," said one, and another, "India's health sector policy is not very effective in raising breast cancer awareness" (see Table 2 for more detail). A conceptual framework developed from the findings of this study illustrates the opportunities and challenges faced by an emerging economy healthcare sector underpinned by social marketing and signaling theory (see Figure 2) . 
Discussion and conclusions
Principally, this study sought to identify the unique social, economic and cultural challenges and opportunities faced by health marketers and consumers in raising BCA in an emerging economy such as India through the application of ST. By utilizing a grounded theory approach via three phases of qualitative investigation, the study findings revealed and confirmed complex challenges within BCA at national, state and community levels. The study also identified various negative perceptions surrounding India's healthcare sector where social marketing strategies could be leveraged to improve BCA. As shown in Tables 2-6,   25 several propositions are put forward, suggesting ways in which BCA can be effectively managed through health marketers and other relevant stakeholders.
The qualitative results of this study, to an extent, support the notion that the quality of messages (signals) share some characteristics with terms such as reputation and prestige (Certo, 2003; Kreps & Wilson, 1982) . In other words, the experts and urban working Indian women in this research unanimously observed the poor provision of BCA which impacts on the reputation of the Indian government's health policy. At best, the Indian government is recognized (in its capacity as signaler) as having the power to provide BCA but, at worst, the lack of symmetry in messages and resources highlights its inability to fulfill the needs of women and the demands of medical professionals . The reason for this appears to lie with the complex cultural challenges of India and the impact of its emerging economy status on demand for services which suggests the lack of a quality characteristic (Spence, 1973) . However, India's health sector has an opportunity to improve this element of its reputation by undertaking a holistic and inclusive approach to potential social marketing campaigns (Lefebvre, 2012) . Specifically, future BCA should include initial planning, formative research, strategy development, program development, pre-testing, implementation and evaluation (Grier & Bryant, 2005; Kotler & Lee, 2008) .
Evidence from the findings further reveals that a coherent targeted health marketing campaign for both men and women, with messages tailored to each gender, would produce positive outcomes for both the signaler and urban Indian women (Shetty, 2012) . Opportunity exists at stage two of the social marketing process (the development of creative messages for particular segments which are then delivered through the correct marketing mix) for India's health sector to develop key insights about urban Indian women's social and cultural behaviors and to incorporate these to signal positive BCA messages. Prior researchers such as Gupta, Govindarajan, and Malhotra (1999) , uncovered the importance of receivers sending 26 information back to signalers about the effectiveness of their messages. However, the results from this study suggest this aspect is still fairly elusive in the Indian context. There was some consensus by the participants that ASHAs are best placed to assess if individual women have internalized the message and made a habit of self-examination and therefore marketers could produce effective training materials for ASHAs in line with the propositions identified in Tables 2-6 . Further, a marketing opportunity to encourage more educated women to study and qualify as BCA workers is apparent.
Some organizations use costly marketing messages to signal that they are a quality organization and to build trust with their consumers (Hult, 2011) . To date, it is clearly evident from all the participants that there has been only a modest investment in BCA by the MoHFW. A sustained BCA program will be a costly initiative for the Indian government to "signal" its commitment to women's health. However, the findings from our study have identified key marketing channels, such as ASHAs and other relevant stakeholders, to deliver effective BCA information. In addition, the results suggest that in order to reduce asymmetry, the MoHFW should ensure that BCA information is made available on a variety of media platforms and produced in a range of dialects as well as being sensitive to gender differences.
From a signaling perspective, if the MoHFW embarked on this considerable investment, the signals will be highly observable by Indian women and their families (Connelly, Ketchen & Slater, 2011) . Research has revealed that the success of a signal depends on the extent to which receivers are attuned to looking for it and their willingness to act upon the signal once it is received (Gupta et al., 1999) . Receivers who engage in feedback to signals improve the entire signaling process and the cost of investment is justified.
Inconsistent signals, it would appear from this study, are not effective in communicating BCA information to those most at risk. The participants in this research context unanimously agreed that the erratic approach adopted by the MoHFW to raising 27 awareness about breast cancer signaled poor commitment and left many women not knowing where to go to seek advice (Janney & Folta, 2006) . Therefore, it could be argued that ST in this Indian health marketing study could be described as having a modelling effect in breast cancer survival rates. If the MoHFW invests in regular signals to communicate their unobservable values in respect of breast cancer and women's well-being, it could legitimize itself to BCA stakeholders such as the participants in this research study, cancer medical professionals and Indian women. Undeniably, this would be a costly marketing exercise, but the expenditure would be justified by women responding positively to BCA messages leading to a reduction in breast cancer mortality rates of the 30-50 age group in the longer term which could not be captured in traditional economic analysis (Khokhar, 2012) .
Practical implications
The emerging economy of India has presented women with new-found economic independence and career opportunities (Budhwar, Saini, & Bhatnagar, 2005) . However, the expert participants in this study agree that the lack of BCA campaigns in India's health sector exposes these educated women to some risk. There is an opportunity for human resource departments and university student welfare departments to develop a series of awareness literature, workshops or activities to encourage young women to self-examine as part of a health and well-being strategy sending positive signals to stakeholders and improving the credibility of the source (signaler) (Wilson et al., 2011) . The complex cultural issues that operate at all levels of society in India pervade health marketing activities. Findings suggest that women, even when they are contributing economically to the household, are still subject to patriarchal decision-making in matters of health. Also, many women did not tell their fathers, husbands or brothers they were feeling ill because family duties were prioritized over personal health concerns. Substantive awareness about breast cancer could be achieved if health marketers develop educational resources which also target men in an effort to change 28 their mindset about women's health. Further, key entities to disseminating awareness information are ASHAs because of their 'social acceptance' by the men of the community. A de-sensitization of the disease would accelerate acceptance at the societal level and alleviate the stigma felt by patients. Traditionally, those who suffer are stigmatized at all levels of society, but an integrated marketing campaign that addresses cultural and language issues could overcome some of these challenges and help reduce the 'fear' element of acknowledging the existence of the disease (Meacham et al., 2016; Shetty, 2012) .
Social marketers face considerable challenges in their strategy design to raise BCA and the traditional 4Ps approach, it seems, would be unsuccessful in such an emerging economy (Lefebvre, 2012) . Moreover, emerging economy status alone fuses a Western health problem with a weak national health service that is unable to cope effectively with the problem of raising BCA. Encouragingly, however, the benefits of the emerging economy have delivered an improvement in mobile communication technology which could be exploited by social marketers to synergize health messages. Certainly, without a concerted effort by social marketers, breast cancer victims will remain abandoned in an emerging economy such as India.
Research limitations and opportunities for future research
Similar to any research, this study has limitations presenting several opportunities for future research which can be classified in terms of the context, content and methodology.
Firstly, this study focuses on a single country and it would be useful if a multi-country comparison was undertaken given the variance in religion, background, cultural, and economic structures within the developing country context (Biggemann & Fam, 2011) . Thus, other emerging markets such as Brazil, South Africa, China and South East Asian countries such as Vietnam and Thailand present as rich contexts for future research. Second, the sample of health experts could be extended to include PPP organizations and women in an effort to 29 triangulate data at all marketing levels to ensure generalizability of the results within India, as well as other emerging countries. It should also be noted that the various Indian states are significantly diverse in many aspects, thereby offering future opportunities to examine intrastate comparisons to elicit any variations or similarities.
Third, the findings, propositions and the advanced conceptual framework are grounded in qualitative data collected through focus groups. Although exploratory data via focus groups were deemed most appropriate for the purpose of this study, as well as the nascent state of such research in emerging nations, there is further scope for future research to test the proposed conceptual framework using quantitative data. With quantitative data, larger samples can be used thereby enhancing the generalizability of the findings, which would also help to provide a confirmatory comparative analysis between the Western (developed) perspective and emerging economies. Future research could also involve more homogenous focus groups composed of a greater range of demographic profiles. Lastly, it is anticipated that the findings of this study and application of the conceptual framework will provide a springboard to drive future social marketers to address the weaknesses in current BCA provision among women, not only in India but also other emerging economies.
